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Abstract
This thesis investigates the success factors of an effective service branding strategy and studies the similarities and dissimilarities between a goods branding strategy and a service branding strategy. Over the years, many scholars have investigated these branding strategies, but despite the growing importance of services, branding research has been associated with physical goods, rather than services (Turley and Moore, 1995). This thesis provides an overview of the differences in goods and services branding described in the literature.
After stretching the importance of an appropriate branding strategy this thesis clarifies how a firm can use segmentation to increase its brand equity. Segmentation can be a strong tool for branding, especially in the service environment where the product is highly customized. 
After a wide review of the academic literature on branding and segmentation, a questionnaire is developed. The data is collected by distributing questionnaires to Dutch patients in two health care clinics, the GOED in Ridderkerk and the Albert Schweitzer Hospital in Zwijndrecht. This questionnaire is based on several studies in the United States of America. This study focuses on The Netherlands.
When all the data was collected, some empirical analyses were conducted. According to the findings, Dutch patients value the same criteria as those mentioned in the literature. In addition, the factors that influence patients’ choice of hospital are investigated. The results show that there are five different dimensions influencing patients’ choice. 

In order to examine whether there are different groups of patients that have similarities or dissimilarities among the five dimensions a cluster analysis is conducted. The results show that there are five different groups which score different on the dimensions  The main findings of this research indicate that different groups value different factors and that each group has distinctive characteristics. 
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Chapter 1 Introduction

1.1 Current situation

In 2006, the Dutch government introduced a new health insurance law
. With this new law, they intended to reduce the government involvement in the health care, reduce the administrative matters and increase the effectiveness of the health care. The law consisted (mainly) of the following elements:

· All Dutch residents are obliged to insure themselves

· Health care companies are allowed to make profit

· The resident can choose the company where he/she will insure him/herself

· Health care companies cannot refuse a resident

· Health care companies can offer different formats of insurance policies

The goal of this new law is to boost the competition, which is necessary to create quality, creativity and effectiveness. With this new law, the consumers are able to choose their own health insurance company and own health care company such as hospitals and clinics.

This new law, which is introduced in 2006, has changed the market and environment for the health care companies. Their customers are now able to choose for the hospital they want, so they need to make sure that they distinguish themselves from their competitors. But how will they do that? For years they didn’t have to see their market as a competitive environment and they didn’t had to convince the customers that they provide the best health care. How will they create a preference for their health care in the mindsets of the potential customers? How will they position themselves in the market and how will they change the perceived image of their brand? How will they make potential customers switch and how will they keep the current customer base? These kinds of questions will be crucial in the following years in the Dutch health care industry.

1.2 Problem definition and research questions

In order to answer the questions identified in the previous chapter, the following problem definition is formulated:

What are the success factors of an effective service brand policy and how can Dutch health care companies, i.e. hospitals, use segmentation to build a strong brand?

In order to answer the problem definition, several research questions have been identified:

1. Which hospital features influence the patients’ choice of a hospital?

2. Which elements are necessary to make a patient switch?

3. Which are the factors that influence patients’ choice of a hospital?

4. What are the similarities and dissimilarities of the different factors?

5. What are the characteristics of the different patient groups?

These research questions will be answered in several chapters of my thesis, where I expect that the patients’ choice of a hospital is mainly influenced by the clinical reputation of the hospital, its location or the recommendation of the physician. Several scholars found evidence that the distance from the patient’s home to the hospital was the most important factor (Folland 1983; Lee and Cohen 1985; McGuirk and Porell 1984).

However, recent studies in the USA show that there’re also other important (non-clinical) factors that influence a patients choice, such as food and entertainment options, discounts and even the race of the physician (Bindman, 2000). McKinsey (Grote, 2007) research underscores how important nonclinical factors have become: Over fifty percent of the patients are willing to switch hospitals for better service and amenities. This thesis investigates the situation in The Netherlands.

1.3 Methodology

In the first chapter of this thesis, the theoretical background on goods branding and service branding will be given. The definition of brand equity will be explained and how segmentation can be used to increase brand equity. In addition, the similarities and dissimilarities between goods branding and service branding will be discussed in detail. After that, the methodology of this thesis as well as the questionnaire and the collected data will be clarified. Then, I will answer the research questions in the results of this thesis. In order to answer these research questions, I will run a survey amongst patients in hospitals in the Netherlands. In the Albert Schweitzer Ziekenhuis and the health care clinic the GOED, patients will be asked to fill in a questionnaire during their waiting time and therefore I expect patients to be cooperative. In the survey, patients will be given several different factors that could influence their choice of hospital. These factors might differ from room appearance to conducting scheduled appointments on time. They will be asked to value the non-clinical elements they most appreciate during a visit. In addition, they have to decide which of these factors are important enough to switch a hospital. Based on these outcomes, the first two research questions can be answered. To get a clear answer on the third research question, a factor analysis will be conducted. With the results of this analysis, a cluster analysis will be run and with those results, the fourth and fifth research question will be answered. Combining the first five research questions might give me an opportunity to segment the patients market into different customer groups. This can be useful for hospitals to bundle the needs of different target groups and excellent in these needs.

As mentioned above, the new health law brought some changes with it because the patients are now able to choose for any kind of health service they want. There hasn’t been done any research in the Netherlands about the effects of this change. However, in the USA, this trend evolved in the mid eighties. Therefore, most of the scientific literature I will use is written in that period.

Chapter 2 Literature Review

In the second chapter of this thesis, the theoretical background on goods branding and service branding will be discussed. The literature that is used in this chapter consists of many different scholars. However, Keller (1998) is the main inspiration for the goods branding section and Zeithalm (1996, 1985) is the dominant scholar used for the service branding section. Since Dutch hospitals have no experience with branding, the first section of this chapter explains the concept of branding and brand equity in detail. After that, the dimensions of service branding and the similarities and dissimilarities between goods- and service branding will be discussed. Last, the concept of segmentation and how service industries can use segmentation to increase their brand equity is presented. In the results, characteristics of patients will be presented which can be used by Dutch companies as segmentation criteria. To summarize this chapter, a table is constructed visualizing the main findings.

2.1. Branding
For centuries, companies have used branding to differentiate their goods from their competitors’ goods. The word brand is derived from the old Norse word brandr which means “to burn”, as brands were and still are the means by which owners of a livestock population mark their animals to identify them.

According to the American Marketing Association, a brand is a “name, term, sign, symbol, or design, or some combination of them, intended to identify the goods and services of one seller or group of sellers and to differentiate them from those of competition.”

Aaker (1991) defines a brand as “a set of assets/liabilities linked to a brand’s name/symbol that adds to the value provided by a product or service”. 

The website Buildingbrands.com defines a brand as “a collection of perceptions in the mind of the consumer”.

If we combine these definitions, any entity can be a brand when it has distinct perceptions in the consumer’s mind, that identify and differentiate it and which may lead to value in the consumer’s mind.

Branding only takes place when these perceptions are managed strategically to influence consumers’ perceptions, attitudes or behavior with the purpose to create commercial value by means of marketing communication.

2.1.2 The economics of branding

The following table provides an overview of the value of brands to both consumers and firms.

	Consumers
	Firms

	Identification of source of product
	Means of identification to simplify handling or tracing

	Assignment of responsibility to product maker
	Means of legally protecting unique features

	Risk reducer
	Signal of quality level to satisfied customers

	Search cost reducer
	Means of endowing products with unique associations

	Symbolic devise
	Source of competitive advantage

	Signal of quality
	Source of financial returns


(Table 1: Keller, 1998)

To consumers, brands provide important functions. Brands identify the source of a product, reduce the risk by buying well known brands, reduce the search costs and can deliver a signal of quality because of past experiences. Also, it provides some warrantee against poor performance. However, because of the relatively few real experiences with a firm’s products and services, it might be costly to monitor a firm’s brand and product performance. 

To firms, brands represent enormously valuable pieces of legal property, capable of influencing consumer behavior, being bought and sold, and providing the security of sustained future revenues. A stronger brand allows for premium pricing and may lead to greater customer loyalty. However, it is costly to communicate authenticity, reliability and performance. Also, it is costly to select appropriate niches and to protect the image.

If, according to the American marketing Association, a logo, symbol or name is intended to identify and differentiate goods, how can we measure the marketing effects uniquely attributable to a brand? That is called brand equity.
2.1.3 Brand Equity
Keller (1998) defines brand equity as the differential effect that brand knowledge has on consumer response to the marketing of that brand. Or, as McQueen (1993) suggested, brand equity is the difference between the value of the brand to the consumer and the value of the product without that branding. A brand has positive brand equity when consumers react more favorably to a product and the way it is marketed when the brand is identified than when it is not (for example, when a product is unnamed). So when a product or firm has a positive brand equity, consumers might be less sensitive to price increases or are more willing to seek the brand in a new distribution channel. Brand equity is closely related to brand loyalty. Consumers loyal to a brand are expected to be less price sensitive then consumers not loyal to a brand. Consumers not loyal to a brand have no compelling need to buy the brand and therefore they will be persuaded to buy the brand only if the price is low enough. However, loyal consumers are strongly attached to a brand and therefore they will buy the brand regardless of the price. The literature underscores these assumptions; Neslin, Henderson and Quelch (1985), McCann (1974) and Raj (1982) all found evidence of a positive relationship between price elasticity and brand loyalty.

Keller (1998) emphases the fact that brand equity arises from differences in consumer response. If no differences occur, then the brand-name product can essentially be classified as a commodity or a generic version of the product. Competition would only be based on price. These differences in response result of consumers’ knowledge about the brand (what they have learned, felt, seen and heard about the brand). Brand equity ultimately depends on what resides in the minds of consumers. Finally, customers’ different responses are reflected in perceptions, preferences, and behavior related to all aspects of brand marketing, including their choice of a brand, recall points of an ad and response to a sales promotion. 

This can be illustrated with a simply comparison test whereby one group tastes a beer without knowing the brand and an other group tastes the beer while they know the brand. Mostly, the two groups have different opinions despite consuming the same product. 

McClure et. al. (2004) conducted a neuroimaginary study about this phenomenon. Two groups of people were asked to determine preferences among Pepsi and Coca-Cola, in both blinded and branded conditions. During this taste test, their brain activity was measured. The interesting result was that when preferences were based solely on taste, when the brand was not known, only the ventromedial prefrontal cortex areas (the area that is dealing with sense) were active. When the brand was known, also the hippocampus and the midbrain (known to be involved in emotional behavior) were active. So when people do not know what they are drinking, only the sensory information from the brain is used. However, when people know what they are consuming additional areas of the brain are active, influencing the strictly objective information.









Accordingly, when consumers have different opinions about the branded and unbranded versions of the same product, knowledge about the brand (created through marketing activities, word-of- mouth or past experiences) has changed their perception of the product. So perception of the performance of a product is highly influenced by the perception of the brand. In other words, a drink may seem tastier, the waiting line in a store may seem shorter and a phone may seem to connect easier depending on the particular brand. 

2.1.4 Building brand equity

According to the Consumer Based Brand Equity model (Keller, 2007), there are four steps in building a brand. 
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Figure 1
Significant brand equity only results when reaching the top of the pyramid. 

Starting at the bottom, the first step is to create brand awareness. Percy (1992) identifies brand awareness as the buyer’s ability to identify a brand within a category in sufficient detail to make a purchase. Brand awareness consists of brand recognition and brand recall performance. Brand recognition is consumers’ ability to confirm prior exposure to the brand when given the brand as a hint. For example, people shopping in a food store often don’t carry lists with brand names. Instead, they wrote down some product categories or types of food (orange juice, coffee, dessert etc.). They rely upon visual reminders of their needs when they scan the packages and brands are recognized. When purchases are based on recognitions, advertising should point out the products as they are present in the stores.

Brand recall is consumers’ ability to retrieve the brand from memory when given the product category, the needs fulfilled by the category, or a purchase or usage situation as hint. In other words, customers must recall a brand in order to make a decision. For example, when a family decides to go out for dinner, it is unlikely that they drive out and keep driving until they recognize a restaurant. Instead, they will recall from memories which restaurant they most like and will go there. 

If firms want to create brand awareness, they should look at the time at which customer decisions are made. If consumer decisions are made at the point of purchase, where the brand name, logo and packaging are physically present, brand recognition will be important. However, if consumer decisions are made away from the point of purchase (for example at home), brand recognition will be important. For service branding, creating brand recall is critical: Consumers must actively seek the brand and therefore be able to retrieve it from memory when needed.  

The second step when building a brand is to create brand image. Brand image can be defined as the cluster of attributes and associations that consumers connect to the brand name (Biel, 1993). If firms want to create a positive brand image, they must link strong, favorable and unique associations to the brand in the memory of the consumers’ mind. Consumers can create associations with the brand in many other ways than the direct marketing activities. For example, word-of-mouth, own experiences, media attention or identification with a country, city, company, channel of distribution or a person.
The strength of brand image can be measured by the number of associations a consumer has when confronted with a brand. The two factors that influence these associations are the personal relevance for the consumer and the consistency with which the brand is presented over time. If firms want to increase the strength of the brand image, it is important to consider the industry they are in. According to the Gfk Roper Report (2006), direct experiences create the strongest brand associations and are particularly influential in consumers’ decisions when they accurately interpret them. Word-of-mouth is more important for entertainment, services and restaurants. Marketing activities by the company, such as advertising, are less likely to create the strongest associations and they thus must use creative communications to overcome this problem. Examples of firms who created a very strong brand image without investing in massive advertising campaigns are Starbucks, Google and Tom-Tom. Howard Schultz, director of operations and marketing of Starbucks:

"I would say strongly, the success of Starbucks demonstrates the fact we have built an emotional connection with our customers. I think we have a competitive advantage over classic brands in that every day we get to touch and interact with our customers directly. Our product is not sitting on a supermarket shelf like a can of Coca-Cola. Our people have done a wonderful job of knowing your drink, your name, your kids' names and what you do for a living," he says.

A firm can create favorable associations by emphasizing the relevant attributes and benefits that satisfy the need and wants of the consumers. So favorable associations are desirable – convenient, reliable, effective, efficient and colorful- to consumers and delivered by the firm. The essence of brand positioning is that the brand has a sustainable competitive advantage or unique selling point that gives consumers a compelling reason why they should buy it (Aaker, 1982). Uniqueness is what differentiates a firm from its competitors and helps consumers make their choice.

As we can see in figure 1 the second step consists of 2 parts. The left part, brand performance, is the more rational way in building a strong brand. Customers rate the brand on the performance, so how well does the product or service meets consumers’ functional needs. The right part, brand imagery appeals more to the emotional way in building a brand. Consumers rate the brand more abstractly, so how well does the product or service meets the psychological or social needs.

To summarize the second step, marketers should make strong brand associations not only unique but also favorable and realize that not all brand images are equally important. For example, the associations that come in mind when thinking of TNT may be “fast”, “reliable”, “orange”. Although orange does not play an important role when considering TNT as delivering service, it apparently is an important brand awareness factor.

The third step is to a create positive brand attitude. When consumers put together the first two steps, the brand image and the brand associations, they form personal opinions and evaluations of the brand. In the rational part of the pyramid, consumer judge brands on their quality, credibility and superiority. In the right part, the feelings consumers have about a brand are emotional responses and reactions to the brand. If firms want to create a positive brand attitude by these consumers, they must appeal to their emotional needs. They can do this by increasing the warmth, fun, excitement, security and self-respect of the product. An example of a company which excels in brand building feelings is Walt Disney. They transformed a day in an attraction park into a whole experience with their Disney characters, Disney hotels and Disney shows. In this way, the visitors really got a warm and family feeling with Disney. 

The final step in realizing a strong brand is creating brand resonance. Brand resonance is the level in which consumers feel they are connected with the brand. Examples of firms with high resonance are Harley-Davidson, Apple and the national soccer team of England. A high level of resonance is crucial for a brand since resonance creates loyalty. It creates a positive word-of-mouth, price inelasticity and resilience against actions from competitors. Resonance can be separated into two elements. The level of intensity and the level of activity. Activity is linked to physical activity, so how involved are the customers with the brand. Intensity is linked to mental activity, so how often do consumers buy the product.
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(Figure 2: Day, 1969)

True brand loyalty has two components, behavioral loyalty, how often do consumers buy the product, and attitudinal attachment. Behavioral loyalty is necessary but not sufficient for resonance to occur. It also requires personal attachment to the brand. Consumer must go beyond brand awareness and positive brand associations, they must really feel something special with the brand.

A brand can only maximize its brand equity when reaching the top of the pyramid. Once a firm has completed all steps it can realize true loyalty, but can this be done by any brand? Probably not, since for many low cost brands there is no need to create an entire resonance around a brand. However, most service companies should at least try to reach some form of brand loyalty.
2.2 Service Branding

In the previous section, the concept of goods branding is discussed. In the goods branding perceptive, the primary brand is the product, but for service branding, the company is the primary brand. In this section service branding will be discussed in detail since for services, branding might be even more important than for goods. To increase customers’ trust of the invisible purchase and better visualize and understand intangible products, strong brands are indispensible. Hereafter, three dimensions of service branding are discussed: Service quality, service convenience and word-of-mouth. 
2.2.1 Service Quality

Parasurman et. al.(1985) defined the concept of service quality and the factors that influence it by identifying four ‘gaps’ occurring in organizations that can cause quality problems. These gaps are 

Consumer expectation – management perception
Management perception – Service quality specification

Service quality specification – Service delivery

Service delivery – External communications

These quality problems cause a fifth gap, which is the difference between consumer expectations of service and perceptions of the service actually received. Parasurman et. al. defined this difference as service quality. In their work they suggested there were ten dimensions to service quality. Years later they reduced these dimensions to four, intangibility, inseparability of production and consumption, heterogeneity and perishability. These dimensions will be discussed in detail hereafter. For this thesis I expect the service quality group to be significant.
Zeithaml, Parasuraman and Berry (1985) identify four unique features of services: (1) intangibility, (2) inseparability of production and consumption, (3) heterogeneity and (4) perishability.

Intangibility

Due to the intangibility of services, consumers face difficulties when evaluating services’ quality and comparing competing brands. Companies can overcome these problems by making the service more tangible. By recognizing the company itself as the brand, with a strong corporate identity, personality and image, the firm can make the intangibility of the service brand more easily understood. A distinctive logo, theme or character can contribute to this. In the Netherlands, some examples of firms who succeeded in this are Centraal Beheer Achmea and Bol.com.

Inseparability of production and consumption

As consumers are involved in the production of services, their level of interaction is higher and therefore their expectations are different from their expectations in the goods industry. Satisfaction with a service is dependent on their expected and received quality, making it harder for service companies to control quality. This is not necessarily a disadvantage, firms have the opportunity to tailor the service to individual needs. 

Heterogeneity

The human element in service provision cannot be subjected to quality control measures as a factory product, hence each service experience is potentially unique, and consistency may be difficult to achieve (Berry, 1980). This may be a threat because the quality of the service can differ from employee to employee and from day to day. It might also be an opportunity to customize the service and better serve the needs of each individual customer. 

This also underscores the importance of the employee. Positive employee attitude and behavior can increase consumer satisfaction with the service brand, resulting in increased market share and sales (Tansuhaj, Randall, and McCullough, 1988)

Perishability
Perishability means that services cannot be stored and saved. This makes it difficult for a firm to match supply and demand. Sometimes too much supply exist (hotel rooms out of season) and sometimes too much demand exist (a restaurant at a Saturday evening). This causes not only financial problems but also branding difficulties. The brand perceived by the consumers not only represents the quality of the service but also they efficiency with which the service is provided. 

The literature suggests that each unique characteristic of services leads to specific problems for service marketers and necessitates special strategies for dealing with them (Berry, 1985). Table 2 summarizes the problems and lists the marketing strategies suggested in the literature.
	Unique services features
	Resulting Marketing problems
	Marketing strategies to solve problems

	Intangibility
	Services cannot be stored

Cannot be protected through patents

Cannot readily display or communicate services

Prices are difficult to set
	Stress tangible cues

Use personal sources more than nonpersonal sources

Simulate or stimulate word-of-mouth communications

Create strong organizational image

Use cost accounting to help set prices

Engage in post-purchase communications

	Inseparability
	Consumer involved in production

Other consumers involved in production

Centralized mass production of services difficult
	Emphasize selection and training of public contact personnel

Manage consumers

Use multisite locations

	Heterogeneity
	Standardization and quality control difficult to achieve
	Industrialize service

Customize service

	Perishability
	Services cannot be inventoried
	Use strategies to cope with fluctuating demand

Make simultaneous adjustments in demand and capacity to achieve a closer match between the two


(Table 2, Berry (1985))

Service Quality Criteria
Zeithaml (1996) revealed that consumers used basically similar criteria when evaluating service quality. These criteria fall into 10 key categories:

	Reliability
	Consistency of performance and dependability

	Responsiveness
	Willingness or readiness of employees to provide service

	Competence
	Required skill and knowledge to perform the service

	Access
	Approachability and ease of contact

	Courtesy
	Politeness, respect, consideration, and friendliness

	Communication
	Keeping customers informed in language they can understand

	Credibility
	Trustworthiness, believability, honesty

	Security
	Freedom from danger, risk or doubt

	Understanding/ Knowing
	Understand consumers’ need

	Tangible
	Physical evidence of the service


(Table 3, Zeithaml, 1985))

As can be seen in the table, most of the service quality criteria are experience criteria: reliability, responsiveness, access, courtesy, communication and understanding. Two of the criteria, competence and security, consumers cannot evaluate even after purchase. 

Gronroos (1988) defined the credibility criteria as an image-related criterion since this is fulfilling a filtering function.

In the mean scores section, a comparison is made between these criteria of Zeithaml and the findings of the Dutch health care research.  
2.2.2 Service Convenience

Next to the service quality, the service convenience is highly important in service industries. Berry (2002) conceptualized service convenience as consumers’ time and effort perceptions related to buying or using a service. In contradiction to goods convenience, service convenience creates value for consumers through performances.  Based on the research of Berry (1984), five types of service convenience are proposed: Decision convenience, access convenience, transaction convenience, benefit convenience and post benefit convenience. These types reflect stages of consumer’ activities related to buying or using a service.  

2.2.3 Word-of-mouth
The fact that word-of-mouth communication plays an important role in shaping consumers’ attitudes and behaviors have been widely acknowledged. In 1955, Katz and Lazarsfeld found worth-of-mouth seven times more effective than newspaper and magazine advertising, four times more effective than personal selling, and twice as effective as radio advertising in influencing consumers to switch brands. For the service industry, worth-of-mouth is even more important that the goods industry. The reason for this is that it is for consumers difficult to evaluate a service prior to purchase. Worth-of-mouth can help them to reduce the risk, make comparisons between different services and better understand the service prior to delivery and consumption.  In addition, the service industry is highly customized and therefore, the service company exercises a high degree of judgments in meeting the individual customer needs (Lovelock, 1991). Word-of-mouth communications are common with services due to their intangible core. When the consequences of selecting the wrong service supplier are severe, service customers are especially eager for unbiased, experience-based information. Thus, word-of-mouth activity often is high preceding a customer's choice of a doctor, attorney, automobile mechanic, or college professor (Berry and Parasuraman, 1991). Based on the importance of word-of-mouth to service industries I expect worth-of-mouth seekers to be a significant group in addition to the convenience seekers and the quality seekers.
2.3 Goods branding vs. service branding

As mentioned in the introduction part, Dutch hospitals face difficulties with their branding strategies. Over the years, many scholars have investigated these branding strategies, but despite the growing importance of services, branding research has been associated with physical goods, rather than services (Turley and Moore, 1995). Can these branding strategies, which are focused on the physical good industries, be applied by the hospitals for their branding strategy? 

In literature, the most prominent reason why the meanings of branding activities are the same between goods and services is that brands are perceptions in consumers’ minds. The branding process starts with an organization inventing a product or service, but the end result is a brand that resides in consumers’ mind (Chernatony and Riley, 1999). Chernatony and Riley focus on reasons why the concept of brands does not necessarily translate in the services sector. They mentioned a point that will be discussed later in this paper: Regardless of whether they are goods- or service-based, brands are a blending of rational and emotional components that they can thrive by building a relationship with consumers, based on trust and they both symbolize an ability to satisfy consumers’ needs.

An other reason as to why the concept of brands does not have to be reconceived in the services sector is that the same processes are involved in building brands in both service and product sectors (Chernatony, 1999). For example, both service brands and product brands are managed using the same principles such as database marketing, targeting and cross-selling. 

On the other hand, there is a wide debate amongst researchers about the extent to which goods and services strategies differ. 
All goods and services, deliver a bundle of benefits, but the way they are received is very different for services, since for the latter the benefit is created through its experience (Bateson, 1995). However, as I mentioned earlier, many successful companies like Starbucks and Walt Disney deliver their goods though an experience as well. So the argument that only services are delivered though an experience is vulnerable.

In a goods-services difference perspective, the branding literature shows that whilst goods and services draw upon a common set of branding principles, there are at least some branding terms and concepts that are not relevant for services. Examples of the limited applicability to the marketing of services include line family branding, family packaging, brand extensions and fighting brands. Berry (1988) argues that services do not lend themselves to individual branding as tangible goods do. The reason for this is that consumers tend to perceive all services offered by a company as components of a single brand. On the other hand, Onkvist and Shaw (1989) encourage service firms to develop multiple brands and move away from corporate branding. They believe that relying on a single brand strategy constrains flexibility, because the existing corporate image may inhibit expansion into new market segments. A solution to this corporate versus multiple branding problem in the health care is that product specific brands should not be introduced, because this confuses the patients who see the same staff for different offerings. In addition, the clinical reputation of the brand is highly important for the patient, so the health care company must take advantage of this. However, multiple branding in health care may work well when setting up a total new treatment or service because patients expect a fresh approach when facing a new brand. 

Nonetheless, there is little published about the differences between service branding and goods branding and even among the scholars there is some disagreement about which principles of goods branding can be used in service branding.  I made the following table that summarizes the differences in goods and services branding described in the literature. 

	Similarities
	Dissimilarities

	Brands are perceptions in consumers minds
	Services is benefit delivered though an experience

	Same processes are involved in building brands
	Services do not lend themselves for individual branding

	Brands are a blending of rational and emotional components 
	Services are intangible

	Both goods and services brands symbolize an ability to satisfy consumers' needs
	Production and consumption are inseparably for services


Table 4: Source: Own material (2009)

2.4 Segmentation
Now that I have stretched the importance of brand equity and discussed the differences and commonalities of goods and service branding, I will clarify how a firm can use segmentation to increase its brand equity. Segmentation can be a strong tool for branding, especially in the service environment since for services, the product is highly customized. In the results section of this thesis, a cluster analysis will be performed to segment the Dutch health care industry into different groups.
Historically the goods market has been one of mass production and marketing. During the time, firms realized that goods can no longer be produced and sold without considering customer needs and recognizing the heterogeneity of those needs (Dibb, 2005). Market segmentation can be considered as a fundamental marketing concept of modern marketing (Wedel & Kamakura, 2000). Market segmentation has also in the service market become more important. With the rising competition in this market, firm seek to approaches that might help to survive in a competitive environment. Market segmentation can be one approach. Attributable to the desires of consumers for more precise satisfaction of their varying wants, Smith (1956) defined market segmentation as “viewing a heterogeneous market as a number of smaller homogeneous markets in response to differing product preferences among important segments”. Segmentation approaches group consumers on the basis of their similar needs and buying behavior into homogenous segments, allowing firms to deal with the heterogeneity of its consumers (Dibb, 2005). Groups of consumers with similar needs are likely to demonstrate a more homogeneous response to marketing programs and thus are firms better able to fine tune their consumers’ offerings and increase its brand equity than adopt a mass marketing strategy (Beane and Ennis, 1987). In this thesis I will demonstrate how Dutch hospitals can better serve their patient by segmentation.

2.4.2 Segmentation bases

Markets can be segmented in different ways. Kotler (1980) divides market segmentation into four areas: geographic, demographic, lifestyle and behavioristic. 

2.4.3 Geographic

When segmenting the market geographically, consumers’ needs vary geographically. For example by city, country of continent. This might be a useful strategy for large firms who operate in many different countries. Mattel for example found that their marketing strategy for Barbie in the United States could not be adopted in the Middle-East because the market there was not ready for a ‘sexy looking doll’. Ultimately they adjusted Barbie to the wants of the foreign market. Geographical variables are easy to collect, reliable and stable. 

For this thesis, geographical segmentation will not be useful, the Dutch market is relatively small and patients needs and wants will not vary across different regions in the Netherlands.

2.4.4 Demographic

When segmenting the market demographically, consumers’ needs vary across, among other things, gender, age, income, race and nationality. In the personal care market for example, marketing strategies are based on gender. Demographic segmentation is easily gathered, understood and transferable. 

For this thesis, demographical segmentation can be useful since man and woman have different needs in the health care industry. Also, age and nationality can play a role for patients. If Dutch hospitals segment the market demographically they are better able to satisfy their patients.

2.4.5 Lifestyle

The concept of lifestyle patterns and its relationship to marketing was introduced in 1963 by William Lazer (Plummer, 1974). Lifestyle segmentation is not a clearly definable, quantitative measure and defining lifestyles narrowly can be difficult (Ziff, 1971). Wells (1975) state that segmentation based on lifestyles is a quantitative attempt to place consumers on psychological dimensions. Measurements include people’s activities, their interests, how they spend their time and their opinions. Lifestyle segmentation can be useful in the fashion industry and other industries such as the personal care industry and the car industry.

For the health care industry, lifestyle patterns are not that important since people will not value a hospital because it matches with their identity. 

2.4.6 Behavioristic

The last segmentation variables identified by Kotler (1980) are behavioristic ones. Behavioristic segmentation can be based on media usage, payment method, usage situation, user status etc. For example, (Laroche, 2001) found that consumers who ‘care about nature’ are willing to pay more for environmentally friendly products. Behavioristic variables might be valuable but are costly to obtain and difficult to interpret. 
For this research, I expect that behavioristic variables will be the fundamental segmentation bases. The service industry will probably be segmented in several groups containing people who base their choice on the quality of the service, on the convenience or based on worth-of-mouth. These groups are discussed in section 2.2

The next section will explain the methodology used for this thesis.

Chapter 3 Methodology

3.1 Introduction
In this research, patients’ opinions will be rated using a five-point Likert scale, ranging from “strongly disagree” to “strongly agree”. The Likert scale is developed by Rensis Likert and is a widely used rating scale that requires the respondents to indicate a degree of agreement or disagreement to a series of statements. It is easy to construct and handled and for respondents the Likert scale is very understandable. The main advantage of this method is that the data can be treated as a pseudo-interval. Therefore, strong statistical tests can be performed on the data. The major disadvantage of the Likert scale is that it takes a long time to complete because respondents have to read and fully reflect upon each statement (Malhotra, 2005). 

The concept of the questionnaire is the following: First, people were asked to fill in the frequency of their hospital visits. After that, their loyalty was measured by asking two questions. First which hospital they visit most and second if they were satisfied with this hospital by asking the question: “Would you recommend this hospital to a friend?” This is a strong indicator of loyalty because when customers recommend you, they are putting their reputation on the line. They will take that risk only if they are intensely loyal (Reichheld, 2003). 

Then two questions were asked about their ability to compare the different health care companies. First they were asked if they compare hospitals and if so, how they do this. After that, 27 Likert scale based items were presented. The 27 items contained several subjects with one main question: “What is important for you when selecting a health care company?” Patients were asked to give their rating, on a five point scale, for each item. The questions are based on the service quality literature as discussed in chapter 2. The four dimensions given by Zeithalm (1996), intangibility, inseparability of production and consumption, heterogeneity and perishability are used as a basis for the 27 Likert-scale items. The questionnaire developed for this research ended with some demographic questions such as age, sex, level of education. These variables will be used in the cluster analysis to describe the different groups of patients. The total questionnaire is presented in appendix 1.

3.2 Sample and data description

A total of 202 respondents completed the questionnaire, of which were 74 males and 128 females. Respondents were recruited in a Dutch hospital, the Albert Zweitscher Ziekenhuis and in a health care clinic, the GOED in Ridderkerk. An overview is provided in table 5.

	
	Number of respondents
	Percentage of respondents

	
	
	

	Total
	202
	100%

	
	
	

	Male
	74
	36%

	Female
	128
	63%

	
	
	

	Age
	
	

	18-24
	11
	5%

	25-35
	20
	10%

	36-50
	60
	30%

	51-65
	48
	24%

	65+
	63
	31%

	
	
	

	Children
	
	

	No
	46
	23%

	Yes, 1
	32
	16%

	Yes, 2
	76
	38%

	Yes, 3 or more
	48
	24%

	
	
	

	Nationality
	
	

	Dutch
	198
	98%

	Other
	4
	2%

	
	
	

	Working situation
	
	

	Paid employment
	73
	36%

	Entrepreneur
	12
	6%

	Retired
	71
	35%

	Student
	8
	4%

	Houseman/wife
	28
	14%

	Other
	10
	5%

	
	
	

	Level of education
	
	

	VMBO/MAVO
	56
	28%

	HAVO
	18
	9%

	VWO
	16
	8%

	MBO
	50
	25%

	HBO
	50
	25%

	WO
	12
	6%

	
	
	

	Frequency
	
	

	Less than once a year
	46
	23%

	1 - 2 times a year
	57
	29%

	3 - 4 times a year
	46
	23%

	5 - 6 times a year
	14
	7%

	More than 6 times a year
	39
	19%

	
	
	

	Which hospital
	
	

	Ikazia
	5
	3%

	Maasstad
	30
	15%

	Albert Schweitzer
	159
	79%

	Erasmus medisch centrum
	2
	1%

	Ijssel land
	0
	0%

	Other
	6
	3%

	
	
	

	Would you recommend this one?
	
	

	Yes
	194
	96%

	No
	8
	4%

	
	
	

	Do you compare different hospitals?
	
	

	Yes
	61
	30%

	No
	141
	70%

	
	
	

	If so, in what way?
	
	

	Via independent websites
	47
	23%

	Via hospital websites
	8
	4%

	Via magazines
	2
	1%

	Via journals
	7
	4%

	Via information of health insurer
	18
	9%

	Other
	14
	7%

	Total
	96
	47%


(Table 5)
Interesting is that 70% of the Dutch patients does not compare the different hospitals. A reason for this might be that the information that is availably for patients is not adjusted to their needs. The available information might not be simple and accessible enough. In addition, the information available might be influenced by actions of the hospitals. If a hospital for example sends patients home and let them die there, the mortality rate decreases. However, if patients do not compare hospitals, the hospitals will have no incentives to differentiate from their competitors and patients will not feel the advantages of the new health care system. Competition in the health care industry will make the industry more efficient. Quality and service will improve and as a result the patients will receive better products and services. The intension of the new health care system is to increase the performances of the health care companies by stimulating the market forces. A precondition for this is a transparent market with freedom of choice. In addition, the availability of the information about the products, services, quality and prices is crucial to increase the freedom of choice. With the upcoming obsolescence, it is vital that health care stays affordable and reachable for all patients. Market forces and competition may take time and effort but offers great opportunities for both patients and hospitals. Therefore, it is necessary that Dutch patients compare different hospitals and that Dutch hospitals provide the information necessary. 

Mean scores

In the following pages, the results of the questionnaire are shown. As can be seen in Table 6 two items stand out. The item that was rated highest is ‘Het is gemakkelijk afspraken te maken’. The average rating for this item was high, 4.02. Other items that really matter to patients when choosing a hospital are “De artsen en verpleegkundigen informeren de patienten uitgebreid over de behandeling (4.01)” and “Er is in het ziekenhuis een specialist aanwezig (3.94)”. 

An other finding of the research is that some items turned out to be not important. “Er zijn goede voorzieningen op de kamer (2.78)” and “Het ziekenhuis is per openbaar vervoer goed te bereiken (2.74)” are items that are not important for patients when choosing a hospital. 

What influences the patients’ choice of a hospital?
	Items
	Mean scores
	St. Dev.

	Q13: Het is gemakkelijk om afspraken te maken
	4.02
	1.137

	Q6: De artsen en verpleegkundigen informeren de patiënten uitgebreid over de behandeling
	4.01
	1.242

	Q11: Er is in het ziekenhuis een specialist aanwezig
	3.94
	1.250

	Q16: Het ziekenhuis is dicht bij huis
	3.83
	1.391

	Q8: Een eerder bezoek was goed bevallen
	3.81
	1.298

	Q14: Er is voldoende parkeergelegenheid
	3.78
	1.335

	Q12: De geplande afspraken zijn altijd stipt op tijd
	3.74
	1.152

	Q1: Het ziekenhuis wordt aanbevolen door de huisarts
	3.47
	1.339

	Q15: Er zijn comfortabele wachtkamers
	3.42
	1.256

	Q3: Het ziekenhuis wordt aanbevolen door specialisten
	3.27
	1.385

	Q7: U kunt gemakkelijk toegang krijgen tot uw eigen medische gegevens
	3.21
	1.508

	Q9: Er is een ontvangstbalie om bezoekers te assisteren
	3.11
	1.410

	Q5: De kwaliteit van het eten en drinken
	3.05
	1.467

	Q2: Het ziekenhuis wordt aanbevolen door familie/vrienden
	2.96
	1.311

	Q10: Het ziekenhuis kwam uit een onderzoek als beste naar voren
	2.92
	1.389

	Q4: Er zijn goede voorzieningen op de kamer
	2.78
	1.444

	Q17: Het ziekenhuis is per openbaar vervoer goed te bereiken
	2.74
	1.665


(Table 6)
These findings are in consistence with the criteria of service quality presented by Zeithaml (table 3, page XX). Q13 corresponds with the criteria Access while Q6 is related to the criteria Communication and Courtesy. The criteria that could not be evaluated even after purchase, Competence, is rated high in this Dutch health care research, Q11 represent this criterion. 
Which elements are necessary to make a patient switch?

As can be seen in table 7, the items that will make patients switch hospital are “Er is in het ziekenhuis voldoende aandacht voor de emoties van de familie, bv door een privé ruimte” and “Het ziekenhuis biedt bezoekers de mogelijkheid te overnachten”.
Although the average ratings are lower than the average ratings of the scores in table 6, the results show that there is support for some items. Others, such as “Er zijn spa-mogelijkheden” and “Het ziekenhuis beschikt over sportfaciliteiten” are strongly disapproved, scoring an average rating below 2.  
	Items
	Mean scores
	St. Dev.

	Q27: Er is in het ziekenhuis voldoende aandacht voor de emoties van de familie, bv door een privé ruimte
	3.08
	1.452

	Q26: Het ziekenhuis biedt bezoekers de mogelijkheid te overnachten
	2.94
	1.423

	Q21: Indien u voor een behandeling altijd hetzelfde ziekenhuis bezoekt krijgt u korting op uw ziektekostenverzekering
	2.75
	1.453

	Q23: Het ziekenhuis heeft een mobiele bibliotheek met boeken, dvd’s en muziek
	2.55
	1.342

	Q19: Het ziekenhuis heeft een website met praktische informatie
	2.53
	1.251

	Q22: Er bestaat een optie voor patienten om een eigen website op te zetten waar de familie kan kijken hoe de voortgang van het herstel gaat
	2.24
	1.264

	Q18: Het ziekenhuis heeft luxe wachtkamers
	2.22
	1.256

	Q24: Het ziekenhuis ligt in een natuurrijke omgeving zoals een bos of het strand
	2.15
	1.168

	Q25: Het ziekenhuis beschikt over sportfaciliteiten zoals een zwembad of golfbaan
	1.98
	1.097

	Q20: Er zijn spamogelijkheden zoals pedicure of massage
	1.69
	0.955


(Table 7)

3.3 Methodology

Based on the collected answers a factor analyses will be run to test the reliability of this research and to create dimensions which can be used in the cluster analysis. The dimensions will contain several groups or clusters of variables. As discussed in the literature part, I expect to find factors that are mentioned before in academic literature such as service quality, service convenience and word-of-mouth. 

The cluster analysis will be applied for segmentation. It will be used to determine how many clusters underlie the data. Performing a cluster analysis will sort the number of items by grouping them into a smaller number of clusters based on the dimensions resulting from the factor analysis. A non-overlapping method will be used, this means that respondents placed in one cluster cannot be placed in an other cluster. The segmentation is post-hoc because the type and number of segments are not know in advance and will be determined by analysis of the data. In addition, the cluster analysis applied for this research will be hierarchical because this method allows determining the number of clusters afterwards. A prerequisite for a non-hierarchical method is that the number of clusters is prespecified. The factor scores of the items are used as input in the cluster analysis.

Chapter 4 Results
4.1 Factor Analysis
In this chapter, I will conduct a factor analysis, a technique for identifying groups or clusters of variables. Factor analysis can be used to (1) understand the structure of a set of variables; (2) to construct a questionnaire to measure an underlying variable and (3) to reduce a data set to a more manageable size while retaining as much of the original information as possible (Field, 2005). In addition, factor analysis makes it possible to perform a cluster analysis.

The first step is to look at the intercorrelation between variables. The questionnaire questions should measure the same underlying dimension and therefore they should correlate with each other (because they are measuring the same thing). The variables that do not correlate with each other should be eliminated. 

The majority of the significance values of three questions are greater than 0.05 and are therefore not correlating with others. The questions that are not correlating and will be eliminated are “Het ziekenhuis is per openbaar vervoer goed te bereiken”, “Het ziekenhuis heeft luxe wachtkamers met comfortabele stoelen en amusement” and “Het ziekenhuis heeft sportfaciliteiten zoals een zwembad of golfterrein”. All the other variables are correlating with each other and are therefore correct to perform a factor analysis.  
As can be seen in Appendix 2, the KMO of this questionnaire is .782 which can be classified as “good”.
 This is the KMO for multiple variables. The KMO values for individual variables should be above a minimum of .5 and are excellent for this dataset: All variables are above 0.5. In addition, Bartlett’s test is highly significant and based on this finding, it is confident to say that factor analysis is appropriate for these data.

The third step is to look at the number of the components. Based on appendix 3, five components can be made since SPSS only extracts factors with an eigenvalue higher than 1. This is supported by the scree plot which has a point of inflexion after five factors.

The final step is the principal component analysis. Appendix 4 shows the rotated component matrix which is a matrix of the factor loadings for each variable onto each factor. In other words, appendix 4 shows which questions relates to which factor. The questions that load highly on factor 1 all seem to relate to innovative variables. Therefore, this factor is labeled Early Adopters. The questions that load highly to factor 2 all relate to the quality of the healthcare, therefore this factor is labeled Quality Seekers. The questions that load highly to factor 3 all relate to convenience, therefore this factor is labeled Convenience Seekers. The three questions that load highly to factor 4 all relate to the quality of the facilities, therefore this factor is labeled Facility Seekers. The last two questions that load highly to factor 5 relate to some kind of reference, therefore this factor is labeled Word-of-Mouth.
To summarize:

	Factor 1
	Early Adopters

	Factor 2
	Quality Seekers

	Factor 3 
	Convenience Seekers

	Factor 4
	Facility Seekers

	Factor 5
	Word-of-Mouth 


There are four variables that load to more than one factor. For example, “Het ziekenhuis wordt aanbevolen door familie/vrienden”, is related to factor 1 as to factor 5 as well. In the next section I will explain in detail to which factor they will be categorized. 
4.1.2 Reliability
The next step is to measure the reliability of the questionnaire. For this questionnaire, the overall Cronbach’s Alpha is 0.896 (appendix 5), which is an excellent score, indicating that the reliability of the scale used in this research is acceptable
. In the next section, the reliability of all the subscales individually will be measured.

Early Adopters:

A closer look will be taken to the items that measure the factor Early Adopters. As shown in Appendix 6, the Cronbach’s Alpha for the Early Adopters is .836 which is above .8 and therefore excellent. The values in the column labeled Corrected Item-Total Correlation have no items that are less than .3. Again this is good, since values under .3 indicate that this item does not correlate well with the scale overall. The column labeled Cronbach’s Alpha if item deleted reflect the change in Cronbach’s Alpha that would be seen if a particular item were deleted. Field (2005) stated that any items that result in substantially greater values of α than the overall α may need to be deleted from the scale to improve its reliability. Since none of the Alpha’s is higher than .836 there is no need to deleted any of the items and therefore the items that should measure the Early Adopters are presented in the table on the next page. 

Variable 26, “Het ziekenhuis biedt bezoekers de mogelijkheid te overnachten”, is related to Early Adopters and to Quality Seekers (Appendix 4). This variable will maintain in factor 1 for two reasons. First, the correlation with factor 1 is higher than with factor 2 and second, this option is not yet available in Dutch hospitals and is therefore more related to early adopters than to quality seekers.  
	Reliability Early Adopters: Cronbach’s Alpha = .836

	Q19: Het ziekenhuis heeft een website met praktische informatie

	Q22: Er bestaat een optie voor patiënten om een eigen website op te zetten waar de familie op de hoogte wordt gehouden van de vordering van het herstel

	Q23: Het ziekenhuis heeft een mobiele bibliotheek met boeken, dvd’s en muziek

	Q24: Het ziekenhuis ligt in een natuurrijke omgeving zoals een bos of strand

	Q26: Het ziekenhuis biedt bezoekers de mogelijkheid om te overnachten

	Q20: Er zijn spamogelijkheden zoals een pedicure of massage 

	Q21: Indien u voor een behandeling altijd naar hetzelfde ziekenhuis gaat krijgt u korting op u ziektekosten verzekering


Quality Seekers:

The reliability score for the Quality Seekers is .817 (appendix 7). Again, values between .7 and .8 are good, higher values indicate a high reliability. The Cronbach’s Alpha cannot be improved if one of the six items would be removed. However, there are two variables that also correlate to an other factor. The first, variable “U kunt gemakkelijk toegang krijgen tot uw medische gegevens” is highly correlating with factor 4. Since factor 4 is the dimension Facility Seekers and this variable is not related to the quality of the service this item will be measured in the Facility Seekers. The second, “Het ziekenhuis wordt aanbevolen door familie/vrienden” is also correlating with factor 5. Factor 5 is the dimension Word-of-Mouth and therefore common sense makes that this variable will be used in factor 5.
After deleting the 2 variables, the Cronbach’s Alpha decreased to .746 (Appendix 8) and the following items remained in the analysis: 
	Reliability Quality Seekers: Cronbach’s Alpha = .746

	Q8: Een eerder bezoek was goed bevallen

	Q6: De artsen en verpleegkundigen informeren de patiënten uitgebreid over de behandeling

	Q11: Er is in het ziekenhuis een specialist aanwezig

	Q10: Het ziekenhuis kwam uit een onderzoek als beste naar voren


Convenience Seekers:

The Cronbach’s Alpha for the Convenience Seekers is .771 which is a good score (Appendix 9).  The Alpha could be improved by deleting item “Het ziekenhuis is dichtbij uw huis”, but the increase from .771 to .789 is not tremendous. Also, both values reflect a reasonable degree of reliability and therefore the item will be maintained in this analysis. The five questions that measure convenience are: 
	Reliability Convenience Seekers: Cronbach’s Alpha = .771

	Q13: Het is gemakkelijk om afspraken te maken

	Q12: De gemaakte afspraken zijn altijd stipt op tijd

	Q14: Er is voldoende parkeergelegenheid

	Q16: Het ziekenhuis is dichtbij uw huis

	Q15: Er zijn comfortabele wachtkamers


Facility Seekers

Taking a look at the dimension Facility Seekers, the questionnaire scored a Cronbach’s Alpha of .819 (appendix 10). If any of the items would be deleted the Cronbach’s Alpha would decrease. Therefore, all the items remain in the analysis:

	Reliability Facility Seekers: Cronbach’s Alpha = .819

	Q9: Er is een ontvangstbalie om de bezoekers te assisteren

	Q5: De kwaliteit van het eten en drinken

	Q4: Er zijn goede voorzieningen op de kamer

	Q7: U kunt gemakkelijk toegang krijgen tot uw medische gegevens


Word-of-Mouth:
The last dimension to look at is Word-of-Mouth. The items that measure this dimension are “Het ziekenhuis wordt aanbevolen door de huisarts”, “Het ziekenhuis wordt aanbevolen door specialisten” and  “Het ziekenhuis wordt aanbevolen door familie/vrienden”. As shown in Appendix 11, the Cronbach’s Alpha for the Word-of-Mouth is .722 which is between .7-.8 and therefore good. The Cronbach’s Alpha cannot significant be improved if one of the items would be deleted. Based on these findings, the questions that remain in this analysis are:

	Reliability Word-of-Mouth : Cronbach’s Alpha = .722

	Q1: Het ziekenhuis wordt aanbevolen door de huisarts

	Q3: Het ziekenhuis wordt aanbevolen door specialisten

	Q2: Het ziekenhuis wordt aanbevolen door familie/vrienden


The results of the factor analysis can be summarized in the following table:

	Factors
	Reliability
	Reliable items
	Deleted items

	Early Adopters
	0.836
	Q19, Q20, Q21, Q22, Q23, Q24, Q26
	Q17, Q18, Q25

	Quality Seekers
	0.817
	Q6, Q8, Q10, Q11
	

	Convenience Seekers
	0.771
	Q12, Q13, Q14, Q15, Q16
	

	Facility Seekers
	0.812
	Q4, Q5, Q7, Q9
	

	Word-of-Mouth
	0.761
	Q1, Q2, Q3
	


The reliability for all the factors is between .7-.8 which indicates that this research is reliable. In the next section, a cluster analysis will be performed.

4.2 Cluster analysis

Cluster analysis is the partitioning of data into meaningful subgroups, when the number of subgroups and other information about their composition may be unknown (Fraley, 1998). Berkhin (2001) defines clustering as a division of data into groups of similar objects. Representing the data by fewer clusters necessarily loses certain fine details, but achieves simplification. It models data by its clusters.
Before running a cluster analysis, several steps have to be taken. First, a choice has to be made between a binary or continue method. With a binary variable only two options are possible, for example yes or no. A continue method has several options. Since this research is based on a questionnaire with a Likert scale, a continue method will be used. 

The second step is to divide the variables equally among the dimensions. If the variables are not equally divided, the dimensions with more variables will have more influence than the dimensions with fewer variables. To overcome this problem, a factor analysis is conducted in the previous chapter. Based on this analysis, five types of factors are found.
In order to examine whether there are different groups of patients that have similarities or dissimilarities among the five factors, the next step, a cluster analysis will be performed. A K-means method will be used which means that each variable will be allocated to a cluster of which the distance to the mean is the smallest.  

4.2.2 Results

As can be seen in appendix 12, there are five different groups of patients. These groups score different on the dimensions ‘word-of-mouth’, ‘convenience’, ‘quality’, ‘early-adopters’ and ‘facility’. The following table is presented to visualize the differences:
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The group that leaps out is group 4. These kinds of patients score high on 4 dimensions. They rated ‘word-of-mouth’, ‘service quality’, ‘service convenience’ and ‘service facility’ very high (an average above 4.5) but disapproved the ‘early-adopters’ dimension. Apparently, this group is not concerned about advanced and progressive elements and only values the traditional hospital elements. 
The second group that draws the attention is group 3. This group scores relatively low on ‘word-of-mouth’, ‘quality’, ‘early-adopters’ and ‘facility’. The dimension group 3 seems to care about is ‘convenience’. The conclusion that can be drawn on group 3 is that they base their choice of hospital on the level of convenience. 

The results of group 2 are steady. They have an average between 3 – 4.5 for each dimension and with that they are less fluctuating than the other groups. The dimension they score relatively high is ‘early-adopters’. In addition, they score relatively low on ‘word-of-mouth’. The difference with group 1 is that they do value ‘facility’. Group 1 disapproves ‘facility’ and ‘convenience’ and value, equal to group 2, ‘quality’. In contrast with group 2, they score high on ‘word-of-mouth’.

The last cluster, group 5, scores relatively low on each of the dimensions. For the ‘early-adopters’ and the ‘facility’ dimensions this is not that interesting since there are other groups that score low on these dimensions. Nevertheless, for ‘quality’ and ‘convenience’ this is exceptional since all the other groups value this dimension. 

As can be seen in appendix 12, the significance level of each of the clusters is <0.05, indicating that the dimensions are a good base to perform a cluster analysis.

Now that the similarities and dissimilarities are discussed, the sizes of the different clusters are presented:
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Figure 7

Group 2 is prominent present, counting for 41 % of the sample. Group 4 and group 5 cover respectively 7 % and 9 %. A reason for this might be that group 4 and 5 have some odd opinions in comparison with the other groups. Group 5 scored low on each of the dimensions while group 5 scored relatively high on all the dimensions and disapproved one dimension: early adopters.

The next step is to describe the different groups on demographic characteristics. The questions 1 - 5 and 9 - 14 can be used for this analysis.

Frequency of hospital visits

To measure the correlation between the frequency of hospital visits and the group patients fall to, a crosstab analysis is conducted. As can be seen in appendix 13, the analysis shows a non- significant connection (0.068>0.05) between frequency of hospital visits and the group patients fall to and therefore it is not safe to say that there is a relationship. It could have been that people that visit a hospital less often are more likely to value convenience over facilities and people that visit a hospital more often are more likely to value quality. However, this is not the case and a reason for this might be that patients have a preference for quality or convenience, whether they visit a hospital often or less frequent. Although not severe, the results of this analysis invalidate the assumption. 
Which hospital

Again, to measure the correlation between which hospital people visit most and the group people fall to, a crosstab analysis is conducted. As can be seen in appendix 14, a strong non-significant connection (0.312>0.05) between the group people fall to and the hospital they visit exists. Since Dutch hospital do not use segmentation to distinguish themselves from competitors, and therefore not excel in one of the five dimensions, patients that fall into one of the groups do not recognize the differences among the hospitals. Therefore, the non-significant relationship between the group patients belong to and the choice of hospital is valid. 

Satisfaction

The next step is to measure the correlation between the group patients fall to and their satisfaction. Again, a crosstab analysis is conducted and as can be seen in appendix 15, a non-significant correlation exists between the group patients belong to and their satisfaction (0.254>0.05). This indicates that there is no relationship. A reason for this might be that patients already choose a hospital that meets their needs best and are therefore already satisfied, no matter what group they belong to. 

Sex

The next relationship that has been investigated is the connection between the sex of a patient and the group they fall to. Again a crosstab analysis has been conducted and as can be seen in appendix 16, a significant link between cluster group and sex exists (0.048<0.05). Apparently, men and women have different needs when visiting a hospital. Taking a closer look to the relationship, the following table can be made:

	
	Group 1
	Group 2
	Group 3
	Group 4
	Group 5

	Male 
	46,4%
	30,6%
	42,4%
	0%
	42,1%

	Female
	53,6%
	69,4%
	57,6%
	100%
	57,9%


Group 4, the group that was not interested in advanced, progressive elements in a hospital, exists only of female. An other group that consists mostly of female is group 2, the group that valued convenience and quality. The largest part of the male patients belongs to the groups 1, 3 and 5. Typical for these groups was that they all disapproved quality and facility. In addition, these groups valued convenience.

Age

To measure the relationship between age and the group patients fall to, a crosstab analysis has been conducted. As can be seen in appendix 17, a strong significant relationship exists between age and the groups (0.00<0.05). Evidently, different ages have different needs when visiting a hospital. The following table has been made to clarify the relationship:

	
	Group 1
	Group 2
	Group 3
	Group 4
	Group 5

	18-24
	7.10%
	8.20%
	0%
	0%
	0%

	25-35
	7.10%
	14.10%
	12.10%
	0%
	0%

	36-50
	21.40%
	49.40%
	6.10%
	22.20%
	10.50%

	51-65
	35.70%
	14.10%
	18.20%
	22.20%
	42.10%

	65+
	28.60%
	14.10%
	63.60%
	55.60%
	47.40%


Taking a look at group 1, the group that valued word-of-mouth, it can be seen that this group consists of mainly patients in the age of 51-65. Group 2, which relatively scored high at the dimension early adopters, consists of mainly patients in the age 36-50. The patients in the age 65 and above are strongly present in the group 3 and 4, the groups that strongly disapproved early adopters and value more traditional elements such as quality and convenience. The youngsters, in the age 18-35 are presented in the groups 1 and 2, the groups that relatively valued early adopters and word-of-mouth above quality and convenience. 

Children

The next relationship that is looked into is the correlation between the group patients belong to and whether they have children or not. A crosstab analysis is conducted and as can be seen in appendix 18, a strong relationship exists between having children and cluster group. The groups consist of the following percentages:

	
	Group 1
	Group 2
	Group 3
	Group 4
	Group 5

	No
	32.10%
	21.20%
	18.20%
	44.40%
	0.00%

	Yes, 1
	10.70%
	12.90%
	30.30%
	22.20%
	15.80%

	Yes, 2
	25%
	42.20%
	45.50%
	33.30%
	42.10%

	Yes, 3 +
	32.10%
	23.50%
	6.10%
	0%
	42.10%


Group 1, the group that relatively valued worth-of-mouth and early adopters above traditional elements as quality and convenience, consist of patients without children and patients that have 3 children or more. Groups 2 and 3 consist mainly of patients with at least 1 child while group 5 even consist of patients with 2 children or more. All these groups valued convenience and evidently, this is important for families with children. Last, group 4, the group that valued quality and word-of-mouth, consist mainly of patients without children.
Nationality

To measure the relationship between nationality and cluster group, a crosstab analysis has been conducted. As can be seen in appendix 19, there is a non-significant correlation (0.057>0.05) and therefore it is not safe to say that a relationship between nationality and cluster group exists. Evidently, there are no differences in patients needs among different nationalities.

Working situation

The next relationship that has been measured is the relationship between cluster group and the working situation of the patients. As shown in appendix 20, a strong correlation exists between the two items (0.00<0.05). Evidently, the working situation of a patient influence patients’ needs. To clarify the relationship, the following table has been made:

	
	Group 1
	Group 2
	Group 3
	Group 4
	Group 5

	Paid employment
	28.60%
	55.30%
	18.20%
	0%
	21.10%

	Entrepreneur
	7.10%
	7.10%
	6.10%
	0%
	0%

	Retired
	35.70%
	16.50%
	63.60%
	55.60%
	57.90%

	Student
	7.10%
	4.70%
	0%
	0%
	0%

	Housewife/man
	10.70%
	14.10%
	6.10%
	44.40%
	21.10%

	Other
	10.70%
	2.40%
	6.10%
	0%
	0%


The paid employment group is strongly represented in group 2, the group that relatively valued early adopters. What draws the attention is the fact that group 4, the group that disapproved early adopters consist only of retired patients and housewives. Logically, this group is not concerned about progressive and advanced features in hospitals, instead they value the quality of the service. Students and entrepreneurs are presented in group 1, the group that relatively valued word-of-mouth.

Level of education

The last relationship that has been investigated is the relationship between the cluster group and the level of education. Again, a crosstab analysis has been conducted and as shown in appendix 21, a strong relation ship exists between the level of education and the cluster group patients fall to (0.00<0.05). Evidently, the level of education influences a patient needs. To clarify the relationship, the following table has been made:

	
	Group 1
	Group 2
	Group 3
	Group 4
	Group 5

	VMBO/MAVO
	28.60%
	24.70%
	21.20%
	66.70%
	31.60%

	HAVO
	10.70%
	9.40%
	12.10%
	0%
	0%

	VWO
	3.60%
	4.70%
	30.30%
	0%
	0%

	MBO
	14.30%
	32.90%
	18.20%
	33.30%
	26.30%

	HBO
	32.10%
	23.50%
	18.20%
	0%
	31.60%

	WO
	10.70%
	4.70%
	0%
	0%
	10.50%


Group 4, the group that valued traditional elements such as quality and convenience and disapproved early adopters, consist only of lower educated (VMBO/MBO) patients. Group 3, the group that highly valued convenience, consist mainly of higher educated students (VWO). The higher educated patients (WO) are present in the groups 1 and 5. Group 5 consist mainly of patients who went to high school (MBO/HBO/WO).  
To summarize, the following relationships between the cluster group patients belong to and the different demographic characteristics have been found:

	
	Yes
	No

	Frequency
	
	x

	Which hospital
	
	x

	Satisfaction
	
	x

	Sex
	x
	

	Age
	x
	

	Children
	x
	

	Nationality
	
	x

	Working situation
	x
	

	Level of education
	x
	


In the previous section, the different relationships and their background have been shown. This information can be used to describe the different groups.

4.2.2 Summary 

Group 1
The greater part of the men is presented in the group that relatively valued word-of-mouth and early adopters, group 1. This group is mainly filled with patients that have no children and are higher educated. As a consequence, students and entrepreneurs are mainly present in this group. The greatest part of the youngsters (18-24) is present in this group. Group 1 mainly focuses on the service quality.

Group 2

Group 2 is the group that scored relatively high on early adopters. In addition, they valued convenience, quality and facility. The only dimension group 2 is not concerned about is word-of-mouth. The patients this group is mainly filled with are women and patients in the age of 24-50. They have at least one child and are lower educated. As a consequence, they are working men/women. 

Group 3
Group 3 is the group that valued convenience high. In fact, they disapprove all the other dimensions and are only focused on the service convenience. This group consists of elderly (65+) and retired patients. The percentage of men and women is equally divided and also the number of children and the level of education are equally shared. 

Group 4
Group 4 is the group that strongly disapproves early adopters. They value word-of-mouth, service quality, service convenience and facility but they decline the progressive and advanced elements in a hospital. It consists of mainly women, who are aged (36+) and have no children. Due to the fact that the group consists of mostly elderly people, the greatest part of the retired patients or housewives is present here. In addition, group 4 is mainly filled with lover educated patients.

Group 5

Group 5 scored low on all the dimensions. They do not value facility, word-of-mouth, quality or early adopters. The only dimension they value little is convenience. Men and women are equally divided among this group and this group, as well as group 4, consists of mostly elderly patients. Opposite to group 4, this group consists of patients with children, went to high school (MBO/HBO or WO) and is either retired or working in paid employment. 
To summarize the groups, the following table has been constructed:
	
	Sex
	Age
	Children
	Working situation
	Level of education

	Group 1
	Male
	18-24
	Equally
	Students/Entrepreneurs
	++

	Group 2
	Female
	24-50
	Equally
	Working men/women
	-

	Group 3
	Male/Female
	65+
	No
	Retired
	+/-

	Group 4
	Female
	36-65+
	Yes
	Retired/housewives
	--

	Group 5
	Male/Female
	36-65
	No
	Working men/women
	+/-


Chapter 5 Discussion

5.1 General

The goal of this thesis was to determine the success factors of an effective service branding strategy and to segment the Dutch health care market in a way that could be useful for the Dutch hospitals. Cause of this research was the introduction of a new health care system, intended to reduce the government involvement in the health care, reduce the administrative matters and increase the effectiveness of the health care. With this new system, the consumers are able to choose their own health insurance company and own health care company such as hospitals and clinics. As a consequence, the market for health care companies has changed tremendously. Patients have to be treated as critical and potential loyal consumers. 

An analysis of the literature about this subject learned that goods branding and service branding differ in many aspects. In the goods branding perceptive, the primary brand is the product, but for service branding, the company is the primary brand. Zeithaml, Parasuraman and Berry (1985) identify four unique features of services: (1) intangibility, (2) inseparability of production and consumption, (3) heterogeneity and (4) perishability. In addition, they argued that there are ten different criteria consumers evaluate the quality of the service. 

In order to find out if these ten criteria also applied for the Dutch health care industry, a questionnaire was developed and conducted. The results showed that the findings of this thesis are in consistence with the criteria of service quality presented by Zeithaml. Dutch patients tend to value the same criteria, access and communication, as the criteria mentioned by Zeithaml. The element Dutch patients value most, “Keeping patients informed about the treatment”, is also the mayor finding of the research done by Kurt (2007) in the United States of America:

"We found that patients might switch hospitals for many reasons but one stand out," he says. “Patients will consider switching if they think that a specific hospital will keep them better informed (for example, by providing counselors who can help them understand medical terms).
In order to find out which factors influence patients’ choice of hospital, a factor analysis is conducted. The results show that there are five different dimensions influencing patients’ choice: early adopters, quality, convenience, facility and word-of-mouth. 

In order to examine whether there are different groups of patients that have similarities or dissimilarities among the five dimensions a cluster analysis is conducted. The results show that there are five different groups which score different on the dimensions ‘word-of-mouth’, ‘convenience’, ‘quality’, ‘early-adopters’ and ‘facility’. After determining whether the different demographic characteristics correlate with the group patients fall into, the five groups are defined in the summary of the results. The main findings of this research indicate that different groups value different factors and that each group has distinctive characteristics. For example, the higher educated young men value word-of-mouth while the retired elderly disapprove early-adopters. 

Interesting to note is that despite the fact that 96% of the patients indicate that they are satisfied with their current hospital, the results of the questionnaire prove the existence of different groups of patients with different needs and wants. This is remarkable since Dutch hospitals deliver the same service to every patient. Apparently, Dutch hospitals manage to satisfy most of their consumers, however if they bundle the needs of different target groups and excellent in these needs they can increase the satisfaction level even more.
The information of this thesis can be of great value for Dutch hospitals when convincing the customers that they provide the best health care. With the outcomes, health care companies can segment and target the health care market in such a way that they can provide each individual patient with the best possible, customized service.
5.1 Limitations

The limitations of this study should also be noted. Like mentioned earlier, the findings of this thesis are in consistence to the academic literature. However, it should be mentioned that the data collected for this research was only gathered in two health care companies. The result indicating that 96% of the patients are satisfied is thus not representative for the entire Dutch health care market. As a consequence, this explains little about the willingness to switch.  

Furthermore, academic literature suggested that the number of clusters used in the cluster analysis should be chosen intuitively. As a result, the number chosen for this research is not scientific grounded. 

Finally, the fact that Dutch patients do not compare the different health care companies raises the question whether it is interesting and valuable for Dutch hospitals to distinguish themselves from their competitors. The intension of the new health care system is to increase the performances of the health care companies by stimulating the market forces, but if patients refuse to judge and disapprove the health care services, the hospitals have no incentives to improve quality and effectiveness and patients will never feel the advantages. 
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Appendix 1

Goedendag,

Mijn naam is Cees-Jan Crezee en namens de Erasmus Universiteit Rotterdam ben ik een onderzoek aan het doen onder patiënten naar de tevredenheid over de Nederlandse ziekenhuizen. Het onderzoek heeft als doel om de service van ziekenhuizen te verbeteren.

Ik hoop daarom dat u de volgende vragenlijst voor mij kunt invullen. Dit zal slechts 5 minuten van uw tijd in beslag nemen. Uw antwoorden zijn volledig anoniem en zullen vertrouwelijk worden behandeld.
1. Hoe vaak per jaar gaat u naar een (poli)kliniek? 

      
Minder dan 1 keer per jaar



1 a 2 keer per jaar

3 a 4 keer per jaar

          
5 a 6 keer per jaar


Meer dan 6 keer per jaar


2. Welke (poli)kliniek bezoekt u het meest?

Ikazia ziekenhuis

Maasstad ziekenhuis

Albert Schweitzer ziekenhuis

Erasmus Medisch Centrum

IJsselland ziekenhuis

Anders, nl:

3. Zou u deze (poli)kliniek aanbevelen aan vrienden/familie?

Ja

Nee



4. Voordat u een (poli)kliniek bezoekt, vergelijkt u de verschillende (poli)klinieken?

Ja
(ga door naar vraag 5)

Nee
(ga door naar vraag 6)

5. Op wat voor manier vergelijkt u de (poli)klinieken?

Via onafhankelijke websites zoals independer.nl of kiesbeter.nl


Via de websites van de ziekenhuizen


Via tijdschriften zoals de Elsevier


Via dagbladen zoals het Algemeen Dagblad


Via informatie verstrekt door u zorgverzekeraar


Anders, nl:

6. Kunt u aangegeven waar u bij een keuze voor een kliniek/ ziekenhuis vooral op let?                   Waarbij 1 voor u niet belangrijk is en 5 zeer belangrijk
	 
	1
	2
	3
	4
	5

	Het ziekenhuis wordt aanbevolen door de huisarts
	 
	 
	 
	 
	 

	Het ziekenhuis wordt aanbevolen door familie/vrienden
	 
	 
	 
	 
	 

	Het ziekenhuis wordt aanbevolen door andere medische specialisten zoals uw tandarts of uw fysiotherapeut
	 
	 
	 
	 
	 

	Er zijn goede voorzieningen op de kamer, zoals een tv of radio
	 
	 
	 
	 
	 

	De kwaliteit van het eten en drinken wat wordt geserveerd op de kamer
	 
	 
	 
	 
	 

	De artsen en verpleegkundigen informeren de patiënten uitgebreid over de behandeling
	 
	 
	 
	 
	 

	U kunt gemakkelijke toegang tot uw eigen medische gegevens verkrijgen
	 
	 
	 
	 
	 

	Een eerder bezoek was goed bevallen
	 
	 
	 
	 
	 

	Er is in het ziekenhuis een ontvangstbalie om bezoekers tijdens de bezoekuren te assisteren
	 
	 
	 
	 
	 

	Het ziekenhuis kwam uit een onderzoek als een van de beste naar voren
	 
	 
	 
	 
	 

	Er is in het ziekenhuis een specialist aanwezig
	
	
	
	
	


7. Kunt u aangeven waar u bij een keuze voor een polikliniek vooral op let? Hierbij staat een 1 wederom voor onbelangrijk en een 5 voor zeer belangrijk

	
	1
	2
	3
	4
	5

	De geplande afspraken zijn altijd stipt op tijd
	 
	 
	 
	 
	 

	Het is gemakkelijk afspraken te maken
	 
	 
	 
	 
	 

	Er is voldoende parkeergelegenheid
	 
	 
	 
	 
	 

	Er zijn comfortabele (wacht)kamers
	 
	 
	 
	 
	 

	Het ziekenhuis is dicht bij uw huis
	
	
	
	
	

	Het ziekenhuis is per openbaar vervoer goed te bereiken
	
	
	
	
	


8. De volgende opties zijn (vrijwel) niet beschikbaar in Nederlandse ziekenhuizen. Kunt u voor elke optie aangeven of u naar een ziekenhuis zou overstappen dat deze opties wel aanbood? Wederom, een 1 is voor u niet belangrijk en een 5 is voor u zeer belangrijk.

	
	1
	2
	3
	4
	5

	Het ziekenhuis heeft luxe wachtkamers met comfortabele stoelen en amusement voor alle leeftijden
	 
	 
	 
	 
	 

	Het ziekenhuis heeft een website met praktische informatie waarbij de mogelijkheid bestaat om de vragen te stellen in een chatbox
	 
	 
	 
	 
	 

	Er zijn spa mogelijkheden zoals een massage, make-up of pedicure
	
	
	
	
	

	Indien u voor een behandeling altijd hetzelfde ziekenhuis bezoekt, krijgt u kortingen op uw ziektekostenverzekering
	
	
	
	
	

	Er bestaat een optie voor patiënten om een eigen website op te zetten waar de familie kan kijken hoe de voortgang van het herstel gaat
	
	
	
	
	

	Het ziekenhuis heeft een mobiele bibliotheek met boeken, dvd's en muziek
	
	
	
	
	

	Het ziekenhuis ligt in een natuurlijke omgeving, bijvoorbeeld in een bos of dicht bij de zee
	
	
	
	
	

	Het ziekenhuis heeft sportfaciliteiten zoals een zwembad, tennisbaan of golfterrein waar patiënten gebruik van kunnen maken
	
	
	
	
	

	Het ziekenhuis biedt bezoekers de mogelijkheid om te overnachten in het ziekenhuis
	
	
	
	
	

	Er is in het ziekenhuis voldoende aandacht voor de emoties van de familie, bijvoorbeeld door een privé ruimte voor bezoekers
	
	
	
	
	


9. Wat is uw geslacht?

Man

Vrouw

10. Wat is uw leeftijd?

18 – 24 jaar

25 – 35 jaar

36 – 50 jaar

51 – 65 jaar

65 jaar of ouder

11. Heeft u kinderen?

Nee

Ja, 1

Ja, 2

Ja, 3 of meer

12. Wat is uw nationaliteit?

Nederlandse

Anders, nl:

13. Welke situatie is op dit moment op u het meest van toepassing?

Werkzaam in loondienst

Zelfstandig ondernemer

Werk loos/zoekend

Gepensioneerd

Student/ Scholier

Huis man/vrouw

Anders, nl:

14. Wat is uw hoogst genoten opleiding?

V(M)BO / MAVO





HAVO



VWO



MBO



HBO



WO

Hartelijk dank voor uw medewerking!

Appendix 2

	KMO and Bartlett's Test

	Kaiser-Meyer-Olkin Measure of Sampling Adequacy.
	.782

	Bartlett's Test of Sphericity
	Approx. Chi-Square
	2580.812

	
	df
	276.000

	
	Sig.
	.000


Appendix 3

	Total Variance Explained

	Component
	Initial Eigenvalues
	Extraction Sums of Squared Loadings
	Rotation Sums of Squared Loadings

	
	Total
	% of Variance
	Cumulative %
	Total
	% of Variance
	Cumulative %
	Total
	% of Variance
	Cumulative %

	1
	6.845
	29.762
	29.762
	6.845
	29.762
	29.762
	3.764
	16.364
	16.364

	2
	2.842
	12.357
	42.119
	2.842
	12.357
	42.119
	3.535
	15.369
	31.732

	3
	1.783
	7.750
	49.869
	1.783
	7.750
	49.869
	2.628
	11.425
	43.157

	4
	1.519
	6.605
	56.474
	1.519
	6.605
	56.474
	2.459
	10.692
	53.849

	5
	1.403
	6.101
	62.575
	1.403
	6.101
	62.575
	2.007
	8.726
	62.575

	6
	1.058
	4.602
	67.177
	
	
	
	
	
	

	7
	.992
	4.315
	71.492
	
	
	
	
	
	

	8
	.818
	3.556
	75.048
	
	
	
	
	
	

	9
	.732
	3.181
	78.230
	
	
	
	
	
	

	10
	.680
	2.957
	81.187
	
	
	
	
	
	

	11
	.609
	2.646
	83.833
	
	
	
	
	
	

	12
	.586
	2.548
	86.381
	
	
	
	
	
	

	13
	.527
	2.293
	88.674
	
	
	
	
	
	

	14
	.398
	1.731
	90.404
	
	
	
	
	
	

	15
	.342
	1.487
	91.891
	
	
	
	
	
	

	16
	.334
	1.452
	93.343
	
	
	
	
	
	

	17
	.298
	1.297
	94.640
	
	
	
	
	
	

	18
	.272
	1.181
	95.821
	
	
	
	
	
	

	19
	.259
	1.126
	96.947
	
	
	
	
	
	

	20
	.241
	1.049
	97.996
	
	
	
	
	
	

	21
	.195
	.849
	98.845
	
	
	
	
	
	

	22
	.159
	.692
	99.537
	
	
	
	
	
	

	23
	.107
	.463
	100.000
	
	
	
	
	
	

	Extraction Method: Principal Component Analysis.
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Appendix 4

	Rotated Component Matrixa

	
	Component

	
	1
	2
	3
	4
	5

	Er bestaat een optie voor patienten om een eigen website op te zetten waar de familie kan kijken hoe de voortgang van het herstel gaat
	.822
	
	
	
	

	Het ziekenhuis heeft een mobiele bibliotheek met boeken, dvd’s en muziek
	.757
	
	
	
	

	Er zijn spamogelijkheden zoals pedicure of massage
	.741
	
	
	
	

	Indien u voor een behandeling altijd hetzelfde ziekenhuis bezoekt krijgt u korting op uw ziektekostenverzekering
	.696
	
	
	
	

	Het ziekenhuis heeft een website met praktische informatie
	.667
	
	
	
	

	Het ziekenhuis ligt in een natuurrijke omgeving zoals een bos of het strand
	.607
	
	
	
	

	Het ziekenhuis biedt bezoekers de mogelijkheid te overnachten
	.546
	.407
	
	
	

	De artsen en verpleegkundigen informeren de patienten uitgebreid over de behandeling
	
	.725
	
	
	

	Een eerder bezoek was goed bevallen
	
	.703
	
	
	

	U kunt gemakkelijk toegang krijgen tot uw eigen medische gegevens
	
	.698
	
	.448
	

	Er is in het ziekenhuis een specialist aanwezig
	
	.651
	
	
	

	Het ziekenhuis kwam uit een onderzoek als beste naar voren
	
	.530
	
	
	

	Het ziekenhuis wordt aanbevolen door familie/vrienden
	
	.516
	
	
	.420

	Er is voldoende parkeergelegenheid
	
	
	.826
	
	

	Er zijn comfortabele wachtkamers
	
	
	.784
	
	

	Het is gemakkelijk om afspraken te maken
	
	.416
	.667
	
	

	De geplande afspraken zijn altijd stipt op tijd
	
	
	.529
	
	

	Het ziekenhuis is dicht bij huis
	
	
	.510
	
	

	Er zijn goede voorzieningen op de kamer
	
	
	
	.817
	

	De kwaliteit van het eten en drinken
	
	
	
	.734
	

	er is een ontvangstbalie om bezoekers te assisteren
	
	
	
	.602
	

	Het ziekenhuis wordt aanbevolen door de huisarts
	
	
	
	
	.864

	Het ziekenhuis wordt aanbevolen door specialisten
	
	
	
	
	.770

	Extraction Method: Principal Component Analysis. 

 Rotation Method: Varimax with Kaiser Normalization.
	
	

	a. Rotation converged in 7 iterations.
	
	
	


Appendix 5

	Reliability Statistics

	Cronbach's Alpha
	Cronbach's Alpha Based on Standardized Items
	N of Items

	.896
	.897
	24


Appendix 6

	Reliability Statistics

	Cronbach's Alpha
	Cronbach's Alpha Based on Standardized Items
	N of Items

	.836
	.840
	7


	Item-Total Statistics

	
	Scale Mean if Item Deleted
	Scale Variance if Item Deleted
	Corrected Item-Total Correlation
	Squared Multiple Correlation
	Cronbach's Alpha if Item Deleted

	Het ziekenhuis heeft een website met praktische informatie
	14.32
	30.976
	.544
	.360
	.820

	Er bestaat een optie voor patienten om een eigen website op te zetten waar de familie kan kijken hoe de voortgang van het herstel gaat
	14.61
	28.986
	.701
	.552
	.795

	Het ziekenhuis heeft een mobiele bibliotheek met boeken, dvd’s en muziek
	14.30
	28.679
	.670
	.500
	.799

	Het ziekenhuis ligt in een natuurrijke omgeving zoals een bos of het strand
	14.70
	31.903
	.519
	.298
	.823

	Het ziekenhuis biedt bezoekers de mogelijkheid te overnachten
	13.91
	30.340
	.494
	.337
	.830

	Er zijn spamogelijkheden zoals pedicure of massage
	15.16
	32.724
	.593
	.433
	.816

	Indien u voor een behandeling altijd hetzelfde ziekenhuis bezoekt krijgt u korting op uw ziektekostenverzekering
	14.10
	28.352
	.624
	.469
	.808


Appendix 7:
	Reliability Statistics

	Cronbach's Alpha
	Cronbach's Alpha Based on Standardized Items
	N of Items

	.817
	.819
	6


	Item-Total Statistics

	
	Scale Mean if Item Deleted
	Scale Variance if Item Deleted
	Corrected Item-Total Correlation
	Squared Multiple Correlation
	Cronbach's Alpha if Item Deleted

	Een eerder bezoek was goed bevallen
	17.03
	24.765
	.549
	.387
	.794

	De artsen en verpleegkundigen informeren de patienten uitgebreid over de behandeling
	16.83
	22.986
	.757
	.638
	.751

	Er is in het ziekenhuis een specialist aanwezig
	16.91
	25.250
	.536
	.460
	.797

	Het ziekenhuis kwam uit een onderzoek als beste naar voren
	17.93
	24.487
	.519
	.392
	.802

	U kunt gemakkelijk toegang krijgen tot uw eigen medische gegevens
	17.63
	22.263
	.633
	.498
	.776

	Het ziekenhuis wordt aanbevolen door familie/vrienden
	17.88
	25.150
	.508
	.322
	.803


Appendix 8
	Reliability Statistics

	Cronbach's Alpha
	Cronbach's Alpha Based on Standardized Items
	N of Items

	.746
	.752
	4


Appendix 9
	Reliability Statistics

	Cronbach's Alpha
	Cronbach's Alpha Based on Standardized Items
	N of Items

	.771
	.777
	5


	Item-Total Statistics

	
	Scale Mean if Item Deleted
	Scale Variance if Item Deleted
	Corrected Item-Total Correlation
	Squared Multiple Correlation
	Cronbach's Alpha if Item Deleted

	Het is gemakkelijk om afspraken te maken
	14.77
	13.592
	.688
	.505
	.684

	De geplande afspraken zijn altijd stipt op tijd
	15.04
	15.217
	.458
	.341
	.756

	Er is voldoende parkeergelegenheid
	15.00
	12.692
	.650
	.462
	.689

	Het ziekenhuis is dicht bij huis
	14.96
	14.645
	.383
	.207
	.789

	Er zijn comfortabele wachtkamers
	15.37
	13.737
	.574
	.397
	.718


Appendix 10

	Reliability Statistics

	Cronbach's Alpha
	Cronbach's Alpha Based on Standardized Items
	N of Items

	.819
	.820
	4


	Item-Total Statistics

	
	Scale Mean if Item Deleted
	Scale Variance if Item Deleted
	Corrected Item-Total Correlation
	Squared Multiple Correlation
	Cronbach's Alpha if Item Deleted

	er is een ontvangstbalie om bezoekers te assisteren
	9.04
	13.501
	.633
	.430
	.777

	De kwaliteit van het eten en drinken
	9.09
	12.434
	.721
	.562
	.734

	Er zijn goede voorzieningen op de kamer
	9.37
	13.080
	.659
	.536
	.764

	U kunt gemakkelijk toegang krijgen tot uw eigen medische gegevens
	8.94
	13.579
	.557
	.382
	.812


Appendix 11

	Reliability Statistics

	Cronbach's Alpha
	Cronbach's Alpha Based on Standardized Items
	N of Items

	.722
	.720
	3


	Item-Total Statistics

	
	Scale Mean if Item Deleted
	Scale Variance if Item Deleted
	Corrected Item-Total Correlation
	Squared Multiple Correlation
	Cronbach's Alpha if Item Deleted

	Het ziekenhuis wordt aanbevolen door de huisarts
	6.23
	5.311
	.546
	.378
	.630

	Het ziekenhuis wordt aanbevolen door specialisten
	6.43
	4.604
	.665
	.458
	.474

	Het ziekenhuis wordt aanbevolen door familie/vrienden
	6.73
	5.988
	.431
	.213
	.761


Appendix 12

	ANOVA

	
	Cluster
	Error
	F
	Sig.

	
	Mean Square
	df
	Mean Square
	df
	
	

	WordofMouth
	33.430
	4
	.508
	197
	65.746
	.000

	Convenience
	19.975
	4
	.437
	197
	45.663
	.000

	Quality
	29.738
	4
	.369
	197
	80.582
	.000

	EarlyAdopters
	18.489
	4
	.552
	197
	33.492
	.000

	Facility
	52.863
	4
	.333
	197
	158.939
	.000


Appendix 13

	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	25.117a
	16
	.068

	Likelihood Ratio
	26.788
	16
	.044

	Linear-by-Linear Association
	.005
	1
	.943

	N of Valid Cases
	202
	
	


Appendix 14

	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	18.211a
	16
	.312

	Likelihood Ratio
	22.123
	16
	.139

	Linear-by-Linear Association
	2.011
	1
	.156

	N of Valid Cases
	202
	
	


Appendix 15

	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	5.341a
	4
	.254

	Likelihood Ratio
	7.204
	4
	.125

	Linear-by-Linear Association
	3.267
	1
	.071

	N of Valid Cases
	202
	
	


Appendix 16

	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	9.578a
	4
	.048

	Likelihood Ratio
	12.541
	4
	.014

	Linear-by-Linear Association
	.754
	1
	.385

	N of Valid Cases
	202
	
	


Appendix 17

	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	63.204a
	16
	.000

	Likelihood Ratio
	69.625
	16
	.000

	Linear-by-Linear Association
	13.282
	1
	.000

	N of Valid Cases
	202
	
	


Appendix 18

	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	29.109a
	12
	.004

	Likelihood Ratio
	35.600
	12
	.000

	Linear-by-Linear Association
	1.041
	1
	.308

	N of Valid Cases
	202
	
	


Appendix 19

	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	9.190a
	4
	.057

	Likelihood Ratio
	7.559
	4
	.109

	Linear-by-Linear Association
	4.481
	1
	.034

	N of Valid Cases
	202
	
	


Appendix 20

	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	57.802a
	20
	.000

	Likelihood Ratio
	63.323
	20
	.000

	Linear-by-Linear Association
	2.422
	1
	.120

	N of Valid Cases
	202
	
	


Appendix 21

	Chi-Square Tests

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	50.090a
	20
	.000

	Likelihood Ratio
	49.509
	20
	.000

	Linear-by-Linear Association
	.667
	1
	.414

	N of Valid Cases
	202
	
	


� �HYPERLINK "http://www.nza.nl/7113/10118/35769/Samenvattend_rapport_uitvoe1.pdf"�http://www.nza.nl/7113/10118/35769/Samenvattend_rapport_uitvoe1.pdf�, http://www.ggd.nl/ggdnl/uploaddb/downl_object.asp?atoom=30621&VolgNr=170


� Interbrand Group, World’s Greatest Brands: An International Review (New York: John Wiley, 1992)


�The Kaiser-Meyer-Olkin Measure of Sampling Adequacy (KMO) and the Bartlett’s measure test of sphericity provide insights in the correlation of variables. With the KMO, a bare minimum of .5 is recommended. Values between .5 and .7 are mediocre, values between .7 and .8 are good and values than .8 are great. KMO can also be calculated for individual variables. The Bartlett’s measure tests the null hypothesis that there are some relationships between variables and therefore it needs to be significant (p<0.05).


� Reliability means that a scale should consistently reflect the construct it is measuring. The most common way to measure the reliability is by computing the Cronbach’s alpha. According to numerous journal articles and books, a value between .7 and .8 is acceptable, values substantially lower indicate an unreliable scale.
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